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A receriificati n sUrvey was conductad from April GOVERNMENT OF THE DISTRICT OF C BIA
24, 2008, thrt ugh April 25, 2008 using the DEPARTMENT OF HEALTH
fundamental iurvey process. A random sample HEALTH REGULATION ADMINISTRATION
of three clien! 5 was selected from 2 residential 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
population of fve females with mental retardation WASHINGTON, D.C. 20002

and other dis. (b fities. The survey findings were
based oh obr srvatlons In the group home and at
two day prog arns, interviews and a review of
racords, inch Jing unusual incident reports.

W 114 | 483.410(c)(4: CLIENT RECORDS W 114

Any individus who makes an entry in a client's
record must 1 1ake it legibly, date I, and sign it

This STAND/ RD is not met as evidanced by:
Based on inte v'ew and record review, the faclllty
falled to ensu e that each client's records were
signed for oni: cf three clients (Client #1)
included in th : sample.

The findings | wlude:

1. The IMC will sign incident reports and
summarics to indicate that she has review xd them.

1. Review of he agency's Unusual Incldent Log
was conducte 1 on April 24, 2008 at 11:23 AM.
An incident re scrt dated March 25, 2008 revealed
that Client #1 ~eported to her 1:1 counselar that
she had a tiny cut on her left finger, Another
incident repor ; dated October 14, 2007, revealed
Client #1 did : of receive her paychotropic
medications 1 1al was scheduled {o be
administered or her "bad time dosage."

6)1clop

Further reviev - cf the lag revealed investigative
summaries fo - the aforementioned incidents. The
investigative ¥ urnmary regarding the March 25,
2008 incident fallad to evidence the date and
signature of tl & incident Management

%‘wonv DIRECTOR'S OR 'ROVIDER/SUFPUER REFPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Vezdm . % M g B rectse. A rped iy dorey T/ oF
. — - . - = - [l A
Any deficleney statement endir 3 with an asterisk (") denotes a deficiency which the institutlan may be excused from norrechﬁg providin j it Is determinad that
other safeguards provida euffic ani: pretection to the patients_ (See instructions.) Except for nursing homes, the findings steted above u & disclosable 50 days
Tollowlng tha data of survey whi ther or nat a plan of correatien is provided. For nursing homea, the ebove findings and plans of correct on are disclogable 14

days following the date theee d icuments are made available ta the facilly. If deficiendies are ditad, ah approved plan of correction is r: quisita ta cartinued
program parficipation.
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W 114 | Continued Fram page 1 W 114

Coordinatars (IMC) review, Add(tlonally, review
of the invest; afiva summary for the Qctober 14,
2008 inciden' also falled to evidence the date and
signature of 1 1¢.incldent Management
Coardinatary (IMC) review.

Interview witt thie QMRP on April 24, 2008 at 1:20
FM revealed hat the results of the Investigations
were forward :d to the facility's Incident
Management Coaardinator (IMC) for review,
Although the he QMRP indicated that the
investigation: were forwarded to the IMC, thers
was no docur ented avidence that the
Investigation )ad been reviewed, sighed or dated

2. Review of Cllent #1's medical book oh April 2. The QMRE will sign cach Community Lifs

25, 2008 at 3 26 PM revealed a Health Assessment. and the Nurse will sign each fealth
Managemen( Care Plan dated April 14, 2008, Em Management Plan to indicatc that they have
Continued ra: iew of the plan revealed there was cen reviewed. b//c.a/as'/
no document: :d evidenge that it had been signed

by the facility' : riurse, Further review of Client '
#1's record re vealed a "Community & Home Life
Assessment” Jzted May 23, 2007 also failed to
evidence the signature of the Qualified Mentsal
Retardaiion F wfessional (QMRP).

It =hauld be n ite:d that the assessment had a
designated lir 2 it the bottom of the form requiring
a slgnature al d dafe.

W 120 | 483.410(d)(3) SIERVICES PROVIDED WITH W 120
QUTSIDE SC URCES

The QMRP will inform the Day Program il writing
The facility m. sl assure that outside services that the client needs to have an individualiz ed

meet the nee: s of each client. behavior support plan developed 10 suppor her
needs while she is present there. The QMEF P will

include language in the letler requesting thet day

This STANDA Q) is not met as evidenced by :gz\l:izf :11.1?:‘1::?:: pﬂsa:g #od dosumenting the / /
Based on obs :rvation, Intarview and recard dllefoX
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W 120

Continued Fr oy page 2

review, the fa silty failed to ensure that outside
services met he needs of one of the three clients
(Client #2 ) ir 2luded in tha sample.

The findings | rclude:

Observation >f Client #2 at the day program on
April 25, 2001, ut 11;35 AM revealed the client In
her treatmen! area seated on a sofa, At 11:28
AM, staff rep. atedly asked the client to stand up,
both verbslly and using sign language, in order to
engage the ¢ ent in an activity (completing a
puzzle) at the teble. The cllent however, refused.
At 11:40 AM, th= staff was again observed to
atternpt to en jage Cllent #2 In an activity but the
client refusecd At 11:46 AM, at the request of the
staff, the beh vior specialist entered the
treatment rac n. The behavior specialist asked
Client #2 fo n ave to the table, but again the client
refused. It st ould be noted that the staff mermber
revealed that Cllent #2's behavior of refusing to
leave the sof 1o join in activities at the table was
a recurrent be havior.

At 11:46 AM, Client #2 was observed to rub her
head and shz <& her head up and down, while
making soft v arhal sounds. At 11:47 AM, the staff
member zgsi 1 2aisked Client #2 to stand up and
also asked th 2 glient if she wanted samething to
drink. The st iff member offered Client #2 a cup
of water but 1l e client refused the water and
refused to stz 1¢l. At 11:52 AM and 11:54 AM,
staff asked C ient #2 to please stand up again.
The client refi1sed. At 11:66 AM, the staff
member was sk served to engage the client with a
puzzie while » ezited at the sofa. At 12:00 PM, the
speech pathu ofjlst eame into the treatment room
and assisted he client off of the sofa with the halp
of the Indlvldi al Pregram Plan (IPP) coordinator.

W 120
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W 120 | Continued Fr i1 page 3 W 129

At 12:01, Clic nt #2 was observed 1o be engaged
in completing the puzzle while at the table. At
12:04 PM., th.) ¢lient was observed to move from
the table to s, ' kack on the sofa.

At 12:05 PM, Client #2 came to the surveyor and
grabbed the : urveyor's hand in order ta placs It
on her head, Staff told the client "no* and asked
her to come [ ack to the table, but the client opted
to go back to the safa. At12:20 PN, Client #2
was observer rubbing the back of her head. At
12:34 PM, the client was observed rubbing her
face. At 12:3 5 PM, the client was observed with
her hands in ' ront of her face while moving her
fingers, The dJient was alzo observed to
intermittently nove her mouth from slde to side
while puckerl g her lips, shake her head and rub
the back of h. r head.

Interview was conducted with the IPP coordinatar
an April 25, 21103 at 12:10 PM to ascartain if
Client #2 had 3 3ehavior Support Plan (BSP).
According ta 1 1e: IPP coordinaior, the day
program had 1 B8P but it expired on January 28,
2008. Upon 1 :vlew of the expired plan, it was
revealed that her residential provider developed
plan. The ex; ired plan was designed to b
implemented it the residential faclllty. Review of
the residentia BSP on April 25, 2008, at
approximately 1:2:13 PM revealed the plan was
developed to | 12alst the client with reducing target
behaviars ef r :petitive scalp rubbing and hair
pulling and re| eritive face rubbing.

Continued intr rview with the (PP coordinator on

April 25, 2008 revealed that the day program had :
not develaped a BSP to ba implemented at the [
day program. Additionally, after being questioned
about the resii lential BSP, the IPP coordinator
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W 120 | Continued Fr i page 4 W 120

and the behz ricr therapist revealed that the
residenttal pt n was not being implemented at the
day pragram  Interview with the classroom staff
on April 25, 2308 at 12:20 PM verified that the
plan had not een implamented in the reatment
room. Jt sho Id be noted that additional interview
with the class ropm staff revealed Client #2 was
hew to the dt y program and began on January 2.
2008. Atthe ime of the survey, the facility failed
to ensure Cli nl #2's behaviars were being
consistsntly 1 1anaged while at the day program.
W 124 | 4B83.420(a)(2 PROTECTION OF CLIENTS W 124
RIGHTS

The facility rr. ist ensure the rights of all clients.
Therefore the faicility must inform each client,
parent (if the :i2nt is & minor), or legal guardian,
of the client’s madlcal condition, developments|
and behavio al stats, attendant risks of
treatmant, ac 1 of the right to refuse treatment.

This STAND/ RD ie not met as evidenced by;

Based on inte rview and record review, the facility
failed to ensu e the rights of each cllent and/or

their legal gu: rdian to ba informed of the client's
medical eond ticn, develapmental and behaviowal i
status, attenc' ant risks of freatment, and the right ' [
to refuse trez ment, for two of the three clients ;
(Clients #2 ar d'¥3) included In the sample. ,?

Tha findings [ 1clude:

The facllity fa el fo provide evidence that
informed con ent was obtained from each client
and/or her lec al guardian for the use of their
psychotropic | nedication.
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W 124 | Continued Fr am page 5 W124| o S
1. Observab i of the evening medication 1. Clicnt #2’s guardian will be provided with
administratic y on April 24, 2008 ai approximataly written information on her medical treatmant plans,
4:48 PM rave aled Client #2 recelved medications and the QMRP will request the guardian ty provide
including Clcidine. Interview with the medication writizn consent for the treatments. %/, p /OP
nurse during ‘hi: medication administratlon

revealad the iforementioned medleation was
used to addr s the cllent's behaviors.

Interview witl the Residential Diractor (RD) on
April 22, 200/ i zt 8:48 AM revealed that Cilent %2
did not have he capacity to give Informed
congent for i @ use of her medications and
habilitation st rvices, The RD's statement was
verified on A| ril 25, 2008 at 4:37 PM through
review of Clie 1t #2's psychological assessment
dated June 3 ), 2007. According to the
assessment, Zlent#2 "does not evidencea the
capacity to m ike independent decisions on her
behalf regare ngj her habilitatlon planning,
placement, tr. :aiment, financial and medlcai
matters due | » profound mental retardation. She
can not exec! i a durable power of attorney.”
Continued inl :nriew with the RD on April 24,
2008, further eveailed that Cllent #2 did not have
a legal guard an. The RD revealed that Client #2
had a guardiz nahip hearing next week (week of
Aprll 28, 200¢ ). Atthe time of the survey
however, the acility failed to provids evidence
that Informe:d :cngent was obtalned from Cllent
#2 and/or a le jally authorized representative for
the use of hel puychotropic medieations.

2. Observatk 4 5f the evening medication &, Client #3'3_ sisteris hm.' medical dccisi.on maker.
administration on April 24, 2008 at approximately A package with information on her medical

S5:00 PM reve: led Client #3 received medications  treatments will be Provxded w her, and the QMRP

mcluding Clor 22epam, Clonidine, Paroxetine and | will request her written consent for such watments. 646/0?
Abilify.  Inter iew with the medication nurse
during the me lication administration revealed the
aforementionc d medications were used to

L
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W 124 | Continued F( >r1 page 6 W 124
address the  lient's behaviors,

Interview witl thie Residential Director (RD) on
April 22, 200! 2t 8:48 AM revealad that Client #3
did not have he: capacelty to give informed
consent for # @ use of her medications and
habllitation st rvices. The RD's statement was
verified on Ay ril 25, 2008 at 7:23 PM through
review of Glie nt #3's psychological assessment
dated June 23, 2007. According to the
assessment, Client #3 "dses not evidence the
capacity to m ake Independent decisions on her
behalf regard ny her habilitation planning,
placement, &t xatment, financlal and medical
matters due 1 »moderate mental retardation.
Continued ini :ndew with the RD on April 24,
2008, further ‘e'vealed that Cllent #3 did not have
a legal guard ar. At the time of the survey
however, the acility failed to provide evidence
that infarmed consent was obtained from Client
#3 and/or a I geilly authorized representative for
the use of hel psychotrapic medications.

W 149 | 483.420(d){1, STAFF TREATMENT QOF W 149
CLIENTS

The facility m (s! develop and implement written
policies and | rocedures that prohibit
mistreatmant nieglect or abuse of the cliant.

This STAND/ R is not met as evidenced by:
Based on Infe view and record review, the facility
failed to imple ment policies that ensured the
client's health and safety, for one of three dlients
(Client #1) inc uded In the sample.

The findings i 1cude: | The QMRP will ensure tha-t staff who d¢: not )
| follow the policy for notifications receive both ,
1. Review of hu incident reports on Aprl 24, | rerraining and disciplinary action if approy riate. 6//@/ 037
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W 148 | Continued From page 7 W 148
2008 at 11:27 AM revealed an incident involving
Client #1 dat. d March 25, 2008. According to the
incident repoi §, Client #1 reported to her 1:7
counselor the i she had a tiny cut on her left
finger. Revie v of the "Incldent Summary Repart!
dated March !5, 2008 revealed that staff on duty
the previous : vening (March 24, 2008) had
indicated tha Client #1 had a slight injury to her
hand. Furthe * raview of the “Incldent Report
Summary" re realed a recommendation was
made for disc iplinary action to the 1:1 siaff for
failing te com Slete an incident report or noiifying
the supervisc - prior to the end of his shift.

Interview witt' the Residentisl Director (RD) on
April 24, 200t at 1:13 PM revealed that each
employee wa ; responsible for filling out an
incident repo: t zind questionnaire before leaving
their shift. Cr nlinued interview with the RD
revealed if thi: incident was a reportable Incident
and the clien! did not need immediata medical
care, the mex ication nurse would examine the
chent upan h: i/ter arrval.

Review of the fzicility's "Incident Managemant”
palicy on Apr 24, 2008 revealed that any staff
person who v itnesses, discovers or is informed of
an incident sl ould camplete an incldent repart,
Additionally, t e policy states that the staff are
responsible fiir notifying family members, the
nurse, the Qi alfled Mental Refardation
Professional, RID, and the Director of Disability
Services,

At the time o' the survay, the facillty failed to
provide evide 1ce that the incident management
policy and pr tccol were Implemented ag
autlined,
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2. On Octebe r 14, 2007, an incident reponrt 2. The IMC will sien . —
: . " ’ - . each incident repor and/
involving Clie 1t #1 revealed the cllent did not | investigation to P e ot ‘;L:has fwil il
recelve her p sychotrople medications that was them 6 /@ Aff/
scheduled to e administered for her "bed time /

dosage." Co itinuad review of the incident report
-revealed an i vestigation was conducted by the
Qualifled Mel 2! Retardation Professional
(QMRP). Th:rel was no documented evidence
that the inves igation had besn reviewed.

Interview witf the QMRP an April 24, 2008 at 1:20
PM revealed hat the results of the investigations
were forward d to the facility's Incident
Management Caordinator (IMC) for review.
Although the he QMRP indicated that the
investigations wsre forwarded to the IMC, there
was no docur 1ented evidence that the
investigation | @d been reviawad.

Review of the fecility's "Investigative Incident="
policy on Apri 25, 2008 Will review and approve
Investigation - f reportable incidents completed by
the RDS/QMF P35 within 48 hours of submission.

Atthe time of the survey, the facility failed to
pravide evide icr that the Investigative incldent
managemeant clicy and protocal wera
implemented is ouflined. .
W 163 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS

The QMRE will ensure that the RD and ste Fare |

. i retrained on the incident management and :eporting |
The facility m' si ensure that all allegations of policy and protocol, and specifically the p¢ licies on

mistreatment, neiglect or abuse, as well as reportng incidents to the administrator and state

injuries of unk 1cwn source, are reported officials, am thers,
immediately & e administrator or fo other ong oThers | 644/4?

officials in acc andance with State law through
establishad pi »cedures,
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Thie STANC'AFLD is not met as evidenced by:
Based on inl. :rview and recom raview, the faeility
failed to ens re that all allegations of sbuse and
injurious of L "known source ware Immediately
reported o 1 @ administrator or to other officials in
accordance - 7ith State law, for two of the flve
clients (Clier. ;#3 and #5) that resided in the
facility,

The finding il cludes:

Interview witl the facility's Qualified Menta)
Retardation | rcfessional (QMRP) and review of
the facility's i icidents reports and corresponding
investigative eports on Aprll <4, 2008, beginning
at 9:45 AM a «d on April 25, 2008 beginning at
2:44 PM reve sled the follewing:

a. On July 3, 2007, staff reported that Cllent #3
revealed she was pushed hy Client#2. The
report indical «d that the client fell. Continuad
review of the ‘acility's incldents failed to provide
evidence tha! the incident was reported
immediatsly { » the administrator or fo other
officials in ac aldance with State [aw.

b. On Augus' 31, 2007 staff reparted obsarving
Cllent #5 with reddish marks on the lower part of
her neck. Cc itinued review of the facilify's
incldents falle 1 1o provide svidence that the
incident was 1 sported immediately to the
administrator r to other offickals in aceordance
with State law

At the time of ha sunvey, the facility failed to
Provide evide! ce that the administrator and/or
other officials veire immedlately nofified of the
aforementions d incidents as required.

W 154 | 483.420(d)(3) STAFF TREATMENT OF W 154
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CLUENTS

The facility h Uzt have evidence that all alleged
Violations are thoroughly investigated.

This STAND.\RD s not met s evidenced by:
Based on int rview and record review, the facility
failed to enst re that all allegations of abuse and
injuries of un. nawn crigin were tharoughly
investigated, ‘or three of the five clients (Clients
#2, #3, and & 5) that reslded in the facility.

The findings nclude:

Interview witl the facility's Qualified Mental
Retardation | rofessional (QMRP) and review of
the facility's ir cidents reports and corresponding
investigative | efiorts on April 24, 2008, beginning
at 9:45 AM ar d on April 25, 2008 beginning at
2:44 PM reve ilad the following:

&. On July 3, 2007, staff reported that Client #3
revealed she wzis pushed by Cllant#2. The
report indicat: d that the cllent fell, Continued
review of the acility’s incidents failed to provide
evidence that th= incident was investigated,

b. On Qctob :r 29, 2007 staff reported noticing a
bandage on t e back of Cllent #3's neck. Upan
ramaval of th. bandage staff observed an open
area. Cohtint ecl review of the fagility's incidents
revealed the ( IVIRP completed an investigation
for the aforen srtioned incident on November 2,
2007. Reviev, of the corresponding investigation
revesled anol yer cllent had "an open area which
appears {o be slnilar." There was ne indication
about the ouit orne of the correlation between
Client #3's inj! ry and that of the other client that

STATEMENT QF DEFICIENCIT 3 (X1) PROVIDER/SUPPLIER/CLIA (X2) MLLTIPLE CANSTRUCTION ({3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . COMPFLETED
A BUILDING
09G159 B. WiNe 04/25/2008
NAME OF PROVIDER OR SU. FLIER STREET ADDRESS, CIT', STATE, ZIF GODE
6613 BTH STREET, NW
CARECO 02 WASHINGTON, DC 20012
(%4) ID SUMM: RY' STATEMENT OF DEFICIENGIES |s] PROVIDER'S PLAN QF CORRECTION (X5)
PREFLX (EACH DET CISNCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATC tY OR LBG IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TQ THE APPROI’RIATE DATE
‘ DEFICIENCY)
W 134 | Continued Fi m page 10 W 1564

the QMREP and staff are retrained on f_acilit/ )
incident management policies, including reporting,
investigating, and review with all involved people.

The Direcior of Disability Services will cn:ure that

b/efo?
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was mention d. Additionally, at the fime of the
survey, the 1z sillty failed to pravide evidence that
an intarview \ ras conducted with the the siaff
member that nltially abserved the injury as a part
of I1s Investig ition.

c. On Oc¢tabr r 29, 2007 staff reported
discovering  sore/scrape on Client #5's right
hand. Reviev' cf the investigation report revealed
that there wa: . enother client with a "similar opan
area. There /g5 no indication about the outcome
of the corrala ian between Client # 5's injury and
that of the ott er cllent that was mentioned.

d. On Novei iber 6, 2007, staff reported noticing

a long bruise Joing down the center of Client #2's
chest. Contlr ueid review of the facility's incidents

revealed the 1 acility failed to provide evidence that
the aforemen ioned injury was investigated.

e. On Augus' 31, 2007, staff reported that Client
#5 was obser red to have a reddish mark on the
lower part of ¢ neck. Continued review of the
facllity's incid. nls revealed the facility failed to
provide evide 102 that the aforementioned injury
was investigs ed.

f. On Septen ber 12, 2007, staff reported that
Client #2 was scratched by Client #5. Confinued
review of the acility's incidents revealad the
facllity falled 1 » provide evidence that the
aforemention. d Injury was investigated.

g. On Qctobe r |4, 2007, the staff reported that
Client #1 did | ol receive her psychotroplc
medications s sheduled to be administerad for her
"bed time dog ige." Raview of the facility's
investigative | sport failed to evidence an interview
was evar con ucted with the medication nurse
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W 154

W 156

Cantinued Fr »mi page 12

scheduled to administer the medications on the
afarementior. :d date as g part of ifs Tnvastigation.
483.420(d)(4 STAFF TREATMENT OF
CLIENTS

The results o all investigations must be reported
to the admini trater or designated representative
or to other ofi cials in agcordance with State law
within five we king days of the incident,

This STAND/ RD is not met as evidenced by;
Based on inte, rvlew and record raview, the facility
failed to ensu ‘e required investigatlons, were
reviewed by t 1e administrator of designee within
five working ¢ ays, for twa of the five glients
(Clients #3 a1 d #6) that resided in the faciiity,

The finding ir :ludes:

Intarview witt the Qualifled Mantal Retardation
Professional | MRP) and review of tha facility’s
incidents repc rts; and corresponding investigative
reports on Ag-il 24, 2008, beginning at 8:45 AM
and on April { 5, 2008 beginning at 2:44 PM
revealed the 1 sllawing;

a. On Octobe r 219, 2007 staff reported noticing a
bandage on t & back of Cllent #3's neck. Upon
removal of th bandage staff observed an open
area, Review of the corresponding investigative
report revealg 1 that the Qualified Mental
Retardation F ‘ofessional (QMRP) completed the
investigation . n Nevember 2, 2007. There was
no avidence tl1at the results of the investigatisn
were reviewe. by the administrator or designee.

b. On Qclobx r 219, 2007 staff reported
discovering a iore/scrape on Client #5's right

W154‘

W 158

' Sée tesponses to W14, W149, W153, and W1S4,
é//e/DY

FORM CMS-2567(02-99) Provious ® ereions Obsolete Bvant ID; VDTP1{

Faailily [D: ¢ S0 If conlinualion shaat Page 13 of 24

05/07/2008 WED 17:49% [TX/RX 10 9777)




05/16/2008 17:05 FAX 301 565 4541 CARECO Ao18

- —— wiuLs
I°’RINTED:. 05/07/2008
DEPARTMENT OF H: :ALTH AND HUMAN SERVICES _ FORM AFPROVED
CENTERS FOR MEQ o7 & MEDICAID SERVICES OMB NO. 0338-0391
STATEMENT OF DEFICIENCIE. 3 (X1) PROVIDER/GUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION . ' {:{3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING
_ 09G158 B. WING ' 04/25/2008
NAME OF FROVIDER QR SUI APLIER STREET ADDRESS, GITY, STATE, ZIP CODE
5613 6TH STREET, NW
CARECO 02 WASHINGTDN, DC 20012
<) 1D SUMM, RY STATEMENT OF DEFICIENCIES D PROVIDER'E FLAN OF CORRECTION (%5)
PREFIX (EACH DEF CIINCY MUST BE PRECEDED BY FULL FREFTX (EAGH GORRECTIVE ACTION SHOUL D BE o::mmf'rm
TAG REGULATOI Y DR LSG IDENTIFYING INFORMATION) TAG CROSS—REFEREB{gEI%IEﬁ gg)E APPRO|I?’RIATE DATE
W 156 | Continued F! sm page 13 W 156

hand. Contir uerd review of the facllity's incidents
revealed the 2IARP completed an investigation
for the afores yentionad incident on November 2,
2007. There was no evidence that the results of
the Investiga: on were reviewed by the
administrator or designes,

c. On Nover bir 20, 2007, staff reported that
after Cllent # i ciot out of the bathiub, it was
discovered ff at the cllent had blood on her right
arm. Review of the corresponding Investigative
report reveal d that the QMRP completed the
Inveetigation »n November 27, 2007 (seven days
after the Incic. 2rit). There was no evidence that i
the results of tha investigation were reviewad by
the adminisir. itwr or designee.

d. On Decen ber 4, 2007, staff reported hoticing
a seratch unc 2r Gllent #5'a left eye. Continued
review of the acility's incidents revealed an
investigation ar the aforementioned incldent on
December 1& 2007 (fourteen days after the
incident).

At the time of the survey, the facility falled to
provide evide 1c2 that the results of the
aforemention :d investigations were reviewed as
required.

W 159 | 483.430(a) Q JALIFIED MENTAL W 159
RETARDATI IN PROFESSIONAL

Each client's | iclive treatment program must be
integrated, ec srdinated and monitored by a
qualified men 2l retardation professional.

This STANDZRID is not met as evidenced by:;
Based on inte visw and record review, the facllity
falled to ensui s that each client's active treatment
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interdisciplina y ;eam recommended severa]

program wa : integrated, coordinated and
monltared b ' the Qualified Mental Retardation
Professiona (QMRR),

The findings, inzjudée:

1. The QMF P failed to ensure that as 00N a$
the Interdisc plinary Team (IDT) formulated each
client' s Indh dual Program Plan (IPP), clients
received cor inuous active treatment, consisting
of needed in erventions and services. (See
W249)

2. The QMR 2 falled to ensure that outside
services mel the needs of each client. (See
W120) _

3. The QMR > railed ensure that each client's salf
medication p o¢jram was eftactively monitored.

Observation | f the evenihg medleation
administratio | con April 24, 2008 at approximately
5:00 PM reve. aled Client #35 assisted the
medication n, ree with the administration of her
medications. The client was abserved o bring a
cup of water {3 the medication room (upon verbal
request) and ake the medication cup from tha
hurse indepe: diently to take her medications. .

Review of Cii. nt #3's record on Aprll 25, 2008 at
728 PM rave iled the cllent had her Indivigual
Support Plan I12iP) meefing on July 17, 2008.
[nterview with the QMRP on April 25, 2008 and
further review of Client #3's record revesled that
at the ime of he ISP meeting, the

pragram geali. The goals identified and
documented i the ISP included ggals to Increase
her fitness lev 1), imprave her community

monthly by the QMRP.
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' 1. The QMRP will ensures that as soon as the IDT
formulates the IPP, the IPP will be imple nented

3. The QMRP will prepare an IPP 1o furth ar the
¢lient’s ability to self medicate. The prog am will
be implemented, documented, and review :d at least

hefht

and documented. 6/6/9 ¥
2 Secresponse 1o wizg, Glefsy
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W 132 | Continued From page 18 W 153

living/surviv 1 akllls, and incresse her cognitive
skills, Cont 12d review of Client %3's ISP failed
to identify a »rogram that specifically dealt with
increasing h er ability to self-medicate.

Additional r vitw of Client #3's record on April 26,
2008 at 6:57 PM revealed a self-medicatian
assessmeni dated July 17, 2007. Review of the
assessment documented that Client #3 was to
continue wit)) Fer self-medication program.
Interview we 3 conducted with the Director of
Residential : je vices on April 25, 2008 at
approximate y 7:30 PM to ascertain Client #3's
exact seli-m :d|cation program objective and to
ascertaln Inf rination regarding the monitoring of
the program  Continued interview with the
Director of F azidential Services and revlew of
Client #3's n. cord failed to pravide evidence of the
exact objacti /e and failed to provide evidence that
the ;lient‘s F 'ouram was being menitored by the
QMRP.

4. The QMF P falled to ensure tha facility's 4. The QMRP will ensure that the Humar Rights
Human Rigk s Commitee (HRC) ' Committee reviews and approves the the Behavior
reviewed/ap| raved Behavior Supports Plans for Suppotts Plans for clients #2 and #3, /
Cllents #2 ar d #3. [See W262] ' 6/@/&(
W 249 | 483.440(d)(") FROGRAM IMPLEMENTATION W 249

As szon as { 1e interdisciplinary team has
formulated & client's individual program plan,
each client n usit receive a continuous active
treatment pr. gram consisting of needed
interventions and services in sufficient number
and frequer y lo support the achievement of tha
abjectives Id: intified in'the individual pragram
plan,
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This STANL ARD g not met as evidenced by:
Basad an ii terview and record review, the facility
failed to ens Ink each client received continuous
active treatn ent serviess. including needead
Intarvention:. , 1or two of the threa clients (Clients
¥2 and #3) 1 icluded In the sample.

The finding 1 1¢lides:
The facility 1. dlad to ensure that each client's

formal progr sim objectives were consistently
implemante: .

1. Review ¢ Cilent #2's records on April 25, 2008 1. The MR_P - T
at 5:23 PM 1. wezaled the client had an Individual ir;x Iemgnted “’_“ cnsure yljar programm wg will be
Support Plai (I8P) dated July 17, 2007. Inferview P 7 S00n 8s a1 formulared ty the IDT. 6/%5/
with the Qua ifizd Mental Retardation

Professional (CIMRP) on April 25, 2008 and
further revier 1 oif Client #2's record revealed that
at the time o the ISP meeting, the

interdisciplin. iry team recormmended pragram
objectives ini luding the following:

Client #2 will ‘ndependently abserve privacy
during persol ial care routines on B0% of trials per
month far thr :& eansecutive months.

Interview witl the Director of Dizsability Services
on April 25, 2 )C8 and further review of the client's
record failed o provide evidenee that the
objective hae¢ bien implemeanted.

2. Review of Client #3's records on April 25, 2008 5 The OMRP wi -
ai 7:28 PM re vealed the client had an ISP dated f,;,ﬂlﬁn?:,ﬁp a:ﬂ;ﬂﬁ;&? f;‘:ﬁ,ml:: 1;;;

July 17, 2007  Interview with the QMRP on April 'specified. 9//6 /of
25, 2008 and further review of Client #3's record

revealed that at the time of the ISP meeting, the
interdiscipling 'y team resommended program
objeclives inc udling the following:
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W 249 | Continued | rom page 17

Given verbz | cues, Client #3 will cairectly dial a
phone numi & on a telephone keypad on 80% of
the trials pe month for three months,

Interview wl h the QMIRP on April 25, 2008 at
approximak, ly 4:35 PM and further review of tha
cllent’s rece d revealed data was eollected for the
months of £ 2ptember 2007, October 2007, and
April 2008 ¢ 1ly. At the time of the survey, the
facility failed tc provide evidence that Client #3
was given { e opportunity to participate with the
aforementic 1ed program objective in the
frequency fe quirad,

W 262 | 483.440(0)(% (i) PROGRAM MONITORING & .
CHANGE

The commit sel should review, appreve, and
monitar indh id 1al programe designed fo manzage
inappropriat : tehavior and other programs that,
in the apinle | of the committee, involve risks to
client protec ion and rights. .

This STANLC'ARID is not met as evidenceq by:
Based on inf anfiew and record review, the facility
failed to ensi ire: that Client #2 and #3's Behavior
Support Plal 3 had been reviewed and approved
by their Hum an Rights Committee (HRC). -

The finding il icludes:

1. Observat in of the evening medication
adminlstratic 1 on April 24, 2008 at approximately
4:48 PM ravt alzd Cllent #2 received medications

W 249

W 262

1. The QMRP will place the HRC minutis and
attendance sign-in sheet in the facility™s ] lvman

Including Cle idine.  Interview with the medieation Rights record book. @M 7
nurse during thiz medication administration
revealed the sfurementioned medications were
used to addr. s the ¢lient's behaviars.
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Review of tr 3 faclity's Humnan Rights Committee
(HRC) minui 25 on April 24, 2008 beglnning at
2:30 PM revi aled 3 HRC meeting was scheduled
to review Cll in's #2's Behavior Support Plan
(BSP), whiel ircorporated the client's
psychotrople medications. Howevar, at the time of
the survay t = vacility falled to provide evidence
of the date il at the committes met to
review/appre ve Client #2's BSP,

Interview witl | the Qualified Mental Retardation
Professional [CMRP) on Aprll 24, 2008, ot 2:36
PM verified t 1a} there was no documented
evidernice of i, "signature sheat™ attached to the
HRC meatini s. Althaugh the QMRP indicated
that all of the residents plans were reviewed in
January 200 and again in March 2008, at the
time of the & rvey, the facility failed to provide
evidence of v ‘hen lts HRC reviewed and approved
Client #2's B'iP,

2. Observati in of the evening medication 2. See responsc to #1 above, / Y
administratio 1 n April 24, 2008 at approximately ) ér//@ 0
5:00 PM reve aled Client #3 received medications
including Cla! iaizepam, Clonidine, Paroxetine and
AbIlify. Interv ew with the medication nurse during
the medicatic 1 ndministration revealed the
sforemention :d medications were used to
address the ¢ ient's behaviars.

Review of the fzcility's Muman Rights Committes
(MRC) minute 5 on April 24, 2008 baginning at
<:30 PM reve iled @ HRC meefing was schedulad
to review Clie 1tsi #3's Rehavior Suppert Plan
(BSP), which ncorporated the client's
psychotropic | nedications. However, at the time
of the survey he: faclllty failed to provide
evidence of {t e Jate that the committae met to
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Continued F omn page 19
review/appr va Client #3's BSP,

Intervlew wi. 1 the Qualified Mental Retardation
Prafessiona (QOMRP) on Aprll 24, 2008, at 2:36
PM verified | 18t there was no documented
evidence of 1 “signature sheet" attached to the
HRC meelin 5. Although the QMRP indicated
that all of the rasidents plans were reviewed in
January 200 } aind agsin in Mareh 2008, at the
time of the & nvey, the facility failed to provide
avidence of  /hen its HRC reviewed and approved
Client#3's B 5F,

483.440(f)(3 (i PROGRAM MONITORING &
CHANGE

The committ :e should insure that these programs
are canducte 1 only with the written informed
consent of t » glient, parents (if the clientis a
minor) ar leg, | guardian.

This STAND. \RD is not met as evidenced by:
Based on ob: ervation, Interview and record
review, the fz sility's specially-sonstituted
commitiee fa 'ed to ensure that restrictive
programs we e used only after written consents
had been obf \iried, for two of the three cllents
(Client #2 ant #3) included in the sample.

The finding ir sludes:

1. Qbserval of of the evening medication
administratior an April 24, 2008 at appraximately
4:48 PM reve ed Clisnt #2 receivad medications
including Clot id'ne. Interview with the medication
hurse during 1 1@ mediegtion administration
revegled the : forementioned medication was
Used to addre ;s the client's behaviors.

W 262

W 263

T See response to W124.
/o
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Interview wli 1 the Residential Director (RD) on
April 22, 2003 it 8:48 AM revealed that Client #2
did not have tha capaclty to give informed
consent for { ye use of har medications and
habllitatian £ :rvices. The RD's statement was
vertfiad on A iril 25, 2008 st 4:37 PM through
review of Cli. :m: #2's psychological assessment
dated June ! 0, 2007. According to the
assessment Client #2 "does not evidence the
capacity to n ake independent declslons on her
behalf regar ing her hahilitation planning,
placement, t eaitment, financial and medica|
matters due o profound mental retardation. She
can not exec Jte a dureble power of attorney,"
Continued In efview with the RD on April 24, .
2008, further revealad that Cllent #2 did not have
& legal guard an. The RD revealed that Cllent #2
had a guardl inship hearing next wesk (week of
April 28, 200 }),

Further revie v of Client #2's record on April 25,
2008 at appr iximately 4:40 PM revealed that the
chiant, in addi fon to taking psychotropic
medications, alzo had a Behaviar Support Plan
(dated Janua y 2B, 2008) tu address her
behaviors. it the time of the survay however,
the facility fai ed to provide evidence that consant
was obfajnec! fcr the use of the psychotrapic
medication a:1d Behavior Support Plan (BSP) that
wele designe J/conducted to raduce Client #2's
behaviors.

2. Observati in of the evening medication o —— . ———

administratior cn April 24, 2008 at approximately : 2. See response to W124, b//@/of
$:00 PM reve iled Client #3 received medications
including Clo' &:*epam, Clonidine, Paroxetine and
Abilify.  Inte: view with the medieation nurse
during the me dization administration revealed the
aforemention :d medications were used to
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April 22, 20C 3

behaviors,

W 263 | Continued F am page 21
address the Miznt's behaviors.

Interview wif 1 the Residentlal Director (RD) on

did not have th= capacity to give Informed
consent for 1 1e use of her medications and
habilitation s :rvices. The RD's staternent was
verified on A il 25, 2008 at 7-23 PM through
review of Cli \n' #a's psychologicsl agsessmant
dated June : D, 2007. According ta the
assessment. Client #3 "does not evidenca the
capacity to n ake independent decisions on her
behalf regar ing her habilitation planning,
placement, t sztment, financial and medical
matters due o moderate mental retardation,
Continued in erview with the RD on-April 24,
2008, further revealed that Client #3 did not have
a legal guare an.

Further revie v of Client #3's record on Aprl 25,
2008 at appr ximately 7-17 PM revealed that the
client, In addi jon to taking psychotropic
medications, also had a BSP (dated August 16,
2007) fo add seis her behaviors”, At the fime of
the survey he waver, the facility failed to pravide
evidence tha consent was obtained far the use of
the psychotrc. plis medication and BSP that were
designed/cor duicted to reduce Client #3's

W 368 | 488.460(k)(1 CRUG ADMINISTRATION

The system fr drug administration must assure
that all drugs ars administered in compliance with

it B:48 AM revealed that Client #3

W 263

W 368

The RN Supervisor will retrain the medi ation
nurse on the policy for informin g the Det ignated
Nurse ate least five days prior 1 the clier ts°

the physician s orders. medications runming Jow. é/g Y/ 14
This STAND; RD i5 nof met as evidenced by:
Based on Int rv'ew and recorg review, the facility
falled to ansu e that medications were
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administeree in compliance with the physician's
orders, for a1 ¢ of three clients (Client #2)
included in tt & sample.

The finding 1| cludes:

QObservation f the evening medication
administratio 1 on April 24, 2008 at approximately
4:48 PM rev: alad Client #2 received medications
Including Claiciine. At approximately 4:50 PM
the medicati. n hurse was observed to abtain a
hox from the nedication eabinet for Client #2 with
a label for De brox, “instill 3 drops once daily each
2ar." The me dization nurse [nformed the
surveyor thal he: was not able to administer Client
#2's Debrox . et:ause it was "not available "
Continyed in: 2rview with the medication nurse
revealed that the facility's designated nurss was
responsible ;i ordering the cllent’s medications.

On the next ¢ ay at 5:29 PM, the medleation nurse
was interview :d prior fo leaving the facility. The
medication n: rse was asked if Clignt #2's Debrox
was ordered . inid administered. The medication
nurse reveale 3 :agein that the ear drops were not

' | available. Th : tacility's designated nurse was
present at the time and indicated that she was not
aware that Cl =rit #2's Debrox neaded to be
refilled, beca se,, at the time of the survey, the
medication m rsz failed to Inform her.

Interview with the designated nurse on April 25,
2008 at §:33 I'M revealed that it was the
responsibllity »f the medication nurse to inform
her at least fi & [5) days bafore the client's
medication ru i1s low. The designated nurse was
then overhea: 1 on the phone ordering Client #2's
ear drops, twi, days after the medication was
completed for the month.

——
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Review of I edication Administration Record
{(MAR) an A | 25, 2008 at approximately 6:00
PM reveale: a Physlclan's Order (PQS) dated
March 2008  Furthar review of the PQS revealed
that the cllel t was prescribed Debrox 15ML instlil
3 drops onc : dally each ear" It should be noted -
that Client % 2's MAR revealed that she recejved
her ear drog. 5 us prescribed prior to the
medication  bservation on April 24, 2008.

At the time « f the survey, the facility failed o
provide evid :nce that the medlication preseribed.
by the physi fan for Client #2 was consistently
given in con pliance with the physician's orders.
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R 000 INITIAL COJ IMENTS ] R 000

A relicensun - survey was conducted from April
24, 2008, thi ough April 25, 2008. A random
sample of th e residents was selected from a
residential pripillation of five females with mental
retardation z 1d other disabilities. The survey
findings wer: based on observations in the group
home and a: twia day programs, interviews and &
review of rec ords, Including unusual Incident
reports.

R 125 4701.6 BAC (ROUND CHECK REQUIREMENT | R 125

The criminal >zckground check shall disclose the T —— - -
criminal histe ry of the prospective employee or The Human Resources Director will ensure that
contract wor! el for the previous saven (7) years, background checks are on file for each er iployee of /04?'
in all jurisdier ans within which the prospective the facility. é// (2
employee ar chiract worker has worked or
reslded withi the seven (7) years prior to the
check,

This Statute is not met as evidenced by:

Based on Int: :rview and record review, the
GHMRP failc 1 10 ensure criminal background
checks discic sed the eritinal history of any’
prospective ¢ mployee or contract werker for the
previous sevi in (7) years, in all jurisdictions within
which the pre srective employee or contract
worker had v arked or resided within the seven
(7) years pric ' t the check,

The finding ir Judes:

| Interview witt tre Director of Disablity Services
and review o the GHMRP's personnel records on
April 25, 200! , ut approximately 7:35 PM
revealed that th® GHMRP falled to provide
evidence thal criminal background chacks were
on file and di closed a seven yaar history of all
the jurisdictlo 18 where the employee resided and

Health Regulation Admmiswag n
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A review anc consultation by a dietitian or
nutritionist si' al' be conducted at least quarterly to
ensure that ¢ ach resident who has been
prescribed a modified diet receives adequate
nutrition accr rding to hls or her Individual
Habilitation Fan.

This Statute s not met as evidanced by;

Based on ah: elvation, interview and record
review, the G -MRP failed to ensure modified
diets had ber n “eviewed at least quarterly by the
consulting div titlan to ensure tha each resident
received ade juiste nutrition in accordance with
their needs, fr one of the three residents
(Resident #3] included In the sample.

The findings 1 1clude:

Observation « f Resident #1 during the survey
revealed the ' :sident appeared to be overweight.
Review of Re licent #3's recards on April 25,
2008 st appre xitnately 6:00 PM revegled the
resident's Ap: | 2008 Physieian's Orders (POS)
that documer e tha resident was prescribed a
1500 calorie « ecrease cholesterol and fat,
increased fibe r dlet with no fried, spicy, or greasy

e uasl
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A reficensuri : survey was conducted from April

24, 2008, th' augh April 25, 2008. A random

sample of i ee residents was selected from a

residential population of five females with mental

retardation ¢ 1¢ other disabilitles. The survey

findings wer: - based on ebservations in the group

home and & two day programs, interviews and a

raview of rec 3rds, including unusual incident

reports.
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The QMRP will ensure thar Nutritional G uarterly
Reviews arz completed and on file for ea h person

served in the facility. ‘ @46/08/
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1058 | Continued | rom page 1 1 058
foods,

Continued r wiew of Resident #3's record
revealed a { rs| quarter nutritional report dated
September 3, 2007, Interview was conducted
with the Din ctoar of Residential Services on Aprll
25, 2007 at "8 PM to ascertain if there wera
any additlor 3l nutritional quarterlies follawing the
Septernber 3, 2007 guarterly for review. At the
ime of the < urvey, the GHMRP failed to provide
evidence of any other nutritional quarterlies
following the September 13, 2007 quarterly, The
GHMRP fail :d to ensure that Resident #3
received nu tional quarteriies timely.

1203/ 3509.3 PER 3ONNEL POLICIES 1203

_

Each supen sor shall discuss the contents of job The QMRP will review the position desc-ption
descriptions with each employee at the beginning with cach staff person; the Director of D sability
employmeni and at least annually thereafter. Services will review position description : with
cach nurse at the start of employment and at least »
This Statute is not met as évidenced by: . annually thersafter. *%6/@{
Basad on inf :nriew and record review, the _
GHMRP fall. d to provide evidence that the
supetvisor di sciissed the contents of job
descriptions vith each employee at the beginning
of their empl yment and annually thereafter.

The finding | cludes:

Interview wit the Qualified Mental Retardation
Professional ‘QMRP) on April 24, 2008 and
revlew of the GHMRP's personnel files on April
24,2008 at = 31 PM revealed that the GHMRP
{ziled to prav Je evidence that seven staff and
four nurses h ad the gontents of thelr job
descriptions iscussed with them at the beginning :
of their empl yrnent and/or annually thereafter, It '
should be no acl that interview was conducted
with the Direx tor of Disability Services and further
Healtn Regulation Admifistrall in
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1203 Continwed f rom page 2 1203

record revie v on April 28, 2008 addilenally failed
fo provide e ‘idence that employees had the
contents of 1¢ir job descriptions dlscussed with
them as req Jirad.

1206| 3508.6 PER SONNEL POLICIES 1 206 !

| Each emplo e, prior to employment and The Human R¢sources Director will cnsiire that all

annually the ezfter, shall provide a physician ' s staff and consultants have current health certificates
certification het a health inventory has been on file. 6 /@/ﬁf
performed z 1d that the employee ' s health status
would allow irn or her ta perform the required
duties.

This Statute is not met as evidenced by:
Based on inl :nview and record review, the
GHMRP faik d lo ensure that each employee,
prior to emp. syment and annually thereafter,
provided evi ence of a physician's certification
that docume 1te:d a health inventory had been
performed a-' d that the emplayes's health status
'avould allow | i{m or her to perform the raquired
uties,

The finding il ¢ludes:

Interview witi the Quallfied Mental Retardation
Professional 'QMRP) and review of the GMMRP's
personnel filc s wn Aprll 24, 2008 at 2:39 PM
revealed the SHMRP failed to provide evidence
that current’h szith certificates were on file for one
staff, one nur se, and three consultants. It should
be noted thal inlerview was conducted with the
Director of D' sability Services and further record
review on Ap il 25, 2008 additionally failed to
provide evide 1ce of the regulred physiclan's
certifications,

Health Regulation Admbistrati in
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1291 3514.2 RES DIENT RECORDS | 1201

Each record shall be kept current, dated, and See response to federal deficlency W114. / é/f
signed by ee =h individual who makes an entry, é//6/6

This Statute is not met as evidenced by:
Based on inl :view and record review, the
GHMRP fail¢ d o ensure that each rezident 's
records were signed for one of three residents
(Resident#1 included in the sample,

The findings nuiude:

1. Review of the agancy's Unusual Incldent Log
was conduch d on April 24, 2008 at 11:23 AM,
An incident i port dated March 25, 2008 revealed
that Residen: #| reported to her 1:1 counselor
that she had 1ty cut on her jeft finger. Another
Incident repoa [ clated October 14, 2007, revealed
Resident #1 1 id hot receive har psychotropic
medications t 18t was scheduled to be
administered ‘or her "bad time dosage.”

Further reviev 1 ¢f the log revealed investigative

| summaries fc - the aforementionad incidents. The
investigative « urnmary regarding the March 25,

.| 2008 incident fa'led to evidence the date and
signature of | e Incident Management
Coardinator's IMC) review. Additianally, review
of the investig stive summary for the October 14,
2008 incident slto failed to avidence the date and
signature of i e incident Management
Cocrdinator's IMC) raview.

Interview with :he QMRP on April 24, 2008 at
1:20 PM reve: led that the resuits of the
investigations yare forwarded o the facility's
Incident Manz jement Coordinator (IMC) for
reviaw. Althot gh the the QMRP indicated thet
the investigati. n: were forwarded to the IMC,

-ealth Regulation Administatg | ’
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129 Continued F ram page 4 1291

there was n ) ¢locumented evidence that the
investigstior had beep reviewed, signed or dated

2. Review ¢ f Flesldent #1's medical book on April
23, 2008 at 1:2'9 PM revealed a Health
Managemer t Care Plan dated April 14, 2008.
Continued r. vizw of the plan revealed there wag
no documer ‘ed avidence that it had been signed
by the facillt: 's nurse. Further review of Client
#1's record ; pvzaled a "Community & Home Life
Assessmeni ' dated May 23, 2007 also failed fo
2vidence the signature of the Qualified Mental
Retardation *mfessional (QMRP).

It should be 1107ed that the assessment had a
designated | 1e at the bottom of the form
requiring a & Jrnature and date,

14220 3521.3 HABI ITATION AND TRAINING i 1422

Each GHMR * shall provide habilltation, training ———

and assistan :a to resldents in acesrdance with o fed ldcﬁci;_-ncy W245. Q/
the resident' s Individual Habilltation Plan, See responss to federa /6/04!7

This Statute is not met as evidenced by:

Based on ab: ervation interview and record
review, the G IMRP failed to ensure habilitation,
training and ¢ ssistance was provided to I
residents in ¢ scordance with their Individual
Habilitation F ari(s), for two of the three residents
(Residents # and #3) included in the sample.

The finding iv sludes:

The facility fa =« to ensure that each client's
formal progra n objectives were consistently
implemented.

1. Review of esldant #2's records on Apiil 25,

Health Regulatian Administrati; i
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2008 at 5:28 PM revealed the resident had an
[ndividual St pport Plan (ISP) dated July 17, 2007.
Interview wii ) the Qualified Menta| Retardation
Professional (OMRP) on April 235, 2008 and
further revie' v of Resident #2's record revegled
that at the tir1e of the ISP mesting, the
Interdisciplin inr team recommended program
objectives in ;luding the following:

Resident#2 will independently abserve privacy
during perse 1al care routines on 80% of trials per
month for thi 2e consecutive months,

Interview witl the Director of Disability Services
on April 25, 2 )08 and further review of the cllent's
record failed o provide evidence that the
objective haa been implemented.

2. Review of Resident #3's records an April 25,
2008 &t 7:28 N revealed the resident had an
ISP dated Jul/ - 7, 2007. Interview with the
QMRP on Ap 1l.25, 2008 and further review of
Resident #3'v record revealed that at the time of
the [SP meeti \g, the Interdisclplinary.team
recommende | program objectives including the
following:

Given verbal r ues, Resident %3 will correctly dlal
a phone numl er on a telephone keypad on 80%
of the trials pe r rnonth for three months.

Interview with the QMRP on April 25, 2008 at
approximately 4:35 PM and further teview of the
client's record revealed data was collected for the
months of Se| tamber 2007, October 2007, and
Aprl 2008 anl' . Af the time of the survey, the
Tacllity failed t. provide evigence that Resldent #3
was given the pportunity to participate with the
aforementione 1 yrogram abjective In the
frequency req ired.
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